Background
in 1990, depression was the fourth cause of disability in the world, after upper respiratory tract infections, diarrhea and perinatal complications. it is estimated that by 2020, depression will rank second after ischemic heart disease [1] . depression is currently the second most common cause of health loss (after back pain) in Central europe [2] . regardless of gender, the prevalence of major depression in the general population in Poland is estimated at 3%. this percentage, although lower than previously shown in other european countries, includes, after extrapolation, 766.2 (Ci 693-840) thousands of Poles [3] [4] [5] .
in Poland, there are no restrictions or limits to access psychiatric health care or for a primary care physician to refer patients with psychosocial problems to psychiatrists. this does not change the fact that patients primarily seek help in family physician surgeries. it is estimated that about 30% of people with symptoms of depression consult a primary care physician [6, 7] . this is due to the presence of non-specific somatic symptoms that are often the principal presenting symptoms of depression, or co-morbid psychiatric disorders, such as depression and anxiety disorders [8] . the study conducted in spain by roca et al. found that 53.6% of patients reporting to primary care physicians revealed mental disorders, such as depression -35.8%, anxiety disorders -25.6%, and somatic disorders -28.8%. in the study group, 30.3% of patients had more than one mental disorder, 13.8% -two, 8.2% -three, 5.6% -four, and 2.7% -five or more. depression and anxiety disorders were the most common (19.1%), depression and somatic disorders occurred in 18.6%, while anxiety and somatic disorders were reported in 14.8%. the presence of all three diagnostic categories was confirmed in as much as 11.5% [6] .
in addition to the co-occurrence of psychiatric disorders, a number of studies have shown that chronic metabolic, respiratory, cardiovascular, musculoskeletal and neurological disorders are more common in patients with mental disorders [9] [10] [11] . at the same time, the presence of psychiatric disorders in a person suffering from somatic disorders worsens the course of the underlying disease, makes prognosis less favorable and increases the risk of complications and death [12, 13] . Co-morbidity is associated with less effective treatment, greater use of medical services, increased cost of treatment, reduced physician-patient collaboration and frequent non-compliance to treatment [14] [15] [16] . in Poland, the percentage of primary care patients diagnosed with depressive symptoms is high: in the study of 2007, over 7,000 patients (23.3%) met the iCd-10 diagnostic criteria for depression [17] .
Methodology
experts from the Polish Psychiatric association -wroclaw division, Polish society of Family medicine and college of Family Physicians in Poland performed a detailed review of published evidence regarding the diagnosis and treatment of depressive disorders in primary care. in order to propose a concise and useful set of guidelines on the diagnosis and treatment of the most common affective disorders in the primary care setting, the authors analyzed the iCd-10 diagnostic criteria, as well as browsed the Pubmed database using combinations of keywords, such as: "primary care", "general practice", "screening", "treatment" and "depression", "depressive episode", "dysthymia" or "bipolar affective disorder". the papers regarding screening, diagnostic criteria and treatment of affective disorders deemed useful for the purpose of the article by two or more authors have been taken into consideration and utilized in one of the guidelines' sections.
Diagnostic procedures

Symptoms
Depression
in Poland, according to the iCd-10 classification of mental and behavioral disorders, depression can take the form of a depressive episode (F32.X) or recurrent depressive disorder (F33.X). the main reasons to suspect a depressive disorder are the duration of symptoms (at least 2 weeks), a negative history of mania or hypomania, the lack of an organic cause and no evidence for the use of psychoactive substances that could worsen one's mood, or the withdrawal of such substances.
the basic symptoms of depression are: 1) low mood, increased feelings of sadness or hopelessness; 2) loss of interest and anhedonia, i.e. inability to experience joy and pleasure in situations that have so far been associated with these emotions; and 3) reduced energy and fatigue. it is essential to recognize at least 2 of the 3 listed symptoms. in addition, it is necessary to diagnose complementary symptoms so that the total number of symptoms plus basic symptoms is at least 4. Complementary symptoms are: 1) low self-esteem; 2) excessive or unjustified guilt; 3) recurring suicidal thoughts or any behavioral symptoms that are marked by actions leading to the deprivation of life; 4) decreased concentration; 5) agitation or motion impairment; 6) sleep disturbance; and 7) increase or decrease in appetite with an accompanying change in weight.
Up to two-thirds of patients in primary health care present somatic symptoms [18] . the greater the number of somatic complaints, the more likely it is that the patient has depression rather than a somatic cause for the symptoms.
depending on the number of symptoms and the level of daily functioning, it is possible to diagnose a mild (F3X.0), moderate (F3X.1) or severe depressive episode without psychotic symptoms (F3X.2).
in a mild depressive episode, the total number of symptoms is at least 4; moderate -if there are at least 6 of them and there are already significant difficulties in functioning; while severe -when there are at least 8 symptoms. when the criteria are met for a severe depressive episode, accompanied by mood--adequate delusions or depressive stupor, the diagnosis is that of severe depression with psychotic symptoms (F3X.3), which is an indication for an urgent psychiatric admission.
an episode of depression may occur for the first time in a patient's life (F32.X diagnosis) or appear as an exacerbation of a recurrent depressive disorder (F33.X diagnosis) -the diagnosis of a recurrent disorder is made if there is at least one episode of depression that has occurred in the past, followed by at least 2 months of remission [19] .
Somatic syndrome
according to the iCd-10 classification, a somatic syndrome, also known as melancholy depression, is not a separate entity, but a diagnosis complementing a depressive episode. it can be indicated by adding a "1" as the fifth sign to the diagnostic iCd-10 code (F3X.X1). the symptoms of somatic syndrome include: 1) loss of interest or ability to experience pleasure; 2) lack of emotional reactions to events that previously triggered emotions; 3) early waking; 4) severe mood deprivation in the morning; 5) agitation or motion impairment; 6) decrease in appetite; 7) weight loss; 8) decrease in libido. there must be at least 4 of these symptoms present to diagnose the syndrome [19] .
Dysthymia dysthymia (F34.1) is a chronic mood condition lasting for at least 2 years, but not as severe as a mild depressive episode. Periods of improvement last no longer than a few weeks, and no episodes of mania or hypomania occur in its course. in order to make a diagnosis of dysthymia, there must be at least 3 of the following symptoms: 1) decreased energy; 2) insomnia; 3) low self-esteem; 4) difficulty concentrating; 5) weepiness; 6) loss of sexual desire and pleasure; 7) sense of helplessness; 8) failure to deal with daily tasks; 9) remembrance of past or pessimistic perception of the future; 10) social withdrawal; 11) reduced forthcomingness [19] .
the main symptoms of the selected disorders, including those with depressive symptoms coexisting with anxiety and depressive symptoms due to situational reactions, are summarized in table 1. the scheme of management of patients with mood deprivation and suspicion of depression or dysthymia is presented in Figure 1 . Criteria for diagnosis of mania: 1. dominance of intense, expansive or irritable mood, clearly abnormal, which persists for ≥ 7 days. 2. there are 3 or more of the following symptoms, which lead to dysfunction in everyday life: ͵ increased activity or physical anxiety, ͵ increased talkativeness, ͵ flight of ideas or subjective, feeling of their acceleration, ͵ loss of normal social inhibition, leading to inappropriate behavior, ͵ reduced need for sleep, ͵ increased self-esteem or sense of superiority, ͵ easy reversibility or constant changes in activity or plans, ͵ unceremonious or reckless behavior with underestimation of risk, ͵ increased sexual energy.
criteria for diagnosis of hypomania: 1. mood elevated or irritating, abnormal, persisting for at least 4 consecutive days. 2. at least 3 of the following symptoms, leading to dysfunction in everyday life: ͵ increased activity or physical anxiety, ͵ increased talkativeness, ͵ reversibility of attention, difficulty in concentrating, ͵ reduced need for sleep, ͵ increased sexual energy, ͵ reckless expenses and irresponsible behavior, ͵ increased ease of contact with others and a lack of distance.
Adjustment disorders (F43.2)
Mixed anxiety and depressive disorders (F41.2)
Residual affective disorders (F1X.72)
1. symptoms develop within a month of the onset of a psychosocial stressor, which was not unusual or catastrophe.
2. there are symptoms of affective disorders (F30-F39), neurosis (F40-F48) or behavioral disorders (F91.X), but the criteria for diagnosing these disorders are not met.
3. symptoms do not persist for more than 6 months (except for a prolonged depressive response, F43.21).
1. there are symptoms of both depression and anxiety, but they do not meet the criteria for separate anxiety disorders or depression.
1. depressive disorders in the course of addiction -meet the criteria for depressive disorders (F32-F33) and have a clear relationship with the use of psychoactive substances. 
• loss of sexual desire and anhedonia,
• feeling of helplessness,
• not dealing with everyday tasks, • remembering the past or pessimistic perception of the future, • social withdrawal,
• reduced forthcomingness
Make a diagnosis of dysthymia
No diagnosis of depression or dysthymia
Have you ever had an episode of mania or hypomania?
Yes No
Make a diagnosis of bipolar disorder
Yes No
Can the symptoms be related to somatic illness or psychoactive substances?
No Yes
No Yes
Further diagnostics for organic disorders or intoxication
Episode of hypomania Episode of mania Further diagnostics for cyclothymia treatment of depression by primary care physicians can be safely and effectively commenced while observing the following precaution:
1) the is no doubt about the diagnosis of depression, 2) the symptoms are mild to moderate, 3) mild symptoms may be treated with self-help and/or exercise and/or CBt, 4) there is history of good response to antidepressants in the past, 5) there is no clear risk of suicide or self-harm. if the above criteria are met, the treatment of depression can be started by the primary care clinician. in the case of a serious threat to health or the life of the patient, the patient should be referred to the admission room of the nearest psychiatric hospital, where a psychiatrist can assess the patient's mental state, and if the patient refuses treatment or is considered to be a risk to him/herself or others, the psychiatrist can consider the possible grounds for applying the provisions of the mental health act, allowing for hospitalization against the will of the patient.
Medical history
sole observation of the patient entering the primary care clinic can provide a lot of important information; however, the key criterion for diagnosis is to conduct a thorough and objective examination. as mentioned, depression is a frequent problem among patients reporting to primary care units. Unfortunately, time constraints make it difficult to discuss with each patient all the important issues related to his/her mental state.
For this reason, short screening questionnaires have been developed to help to make the diagnosis of depression. these questions ought to be asked by doctors during the routine taking of a medical history:
1. during the past month, have you often been bothered by feeling down, depressed or a feeling of hopeless? 2. during the past month, have you often been bothered by little interest or pleasure in doing things? the use of these two screening questions alone showed a sensitivity and specificity of 97% and 67%, respectively, when tested in a primary care setting on patients [20, 21] .
if one obtains the answer "yes" to any of the two questions above, supplementation of the screening examination with a third question:
3. "is there something you would like me to help you with?" significantly improves the specificity of screening [22] . if the answer to the third question is "no", then it is highly probable that the patient is not depressed [23] . in the event of a "yes" answer to the first and/or second question, a thorough medical history should be taken to diagnose depression or other psychiatric disorders. other more comprehensive screening tools, like the 9-question Patient Health Questionnaire (PhQ-9), hads or Bdi, can be used as well (described below) [24] [25] [26] .
when taking a medical history, it is worth asking about the basic symptoms of depression listed in the criteria and less directly expressed in the screening questions mentioned above. the mnemonic method of remembering the most important symptoms of depression is to develop the shortcut SAD SPACE: S -suicidal thoughts and tendencies, A -anhedonia and the loss of interest, D -disappointment to yourself or others, S -sleep, shortened or excessively long, P -Physical activity, reduced or increased, A -appetite, reduced or increased, C -Concentration, weakened, E -energy, reduced.
if the patient shows symptoms of depression, one should determine the severity and duration of the symptoms or whether they have a temporary reaction to an adverse or traumatic life event. the use of psychoactive substances should be established, since this may lead to a diagnosis other than depression (see table 1 ). it is extremely important to take a thorough medical history for chronic physical conditions, as their co-morbidity with depression is frequent, e.g. 51% of patients with Parkinson's disease, 42% of patients with malignancies, 27% of patients with diabetes, 25% of patients after myocardial infarction, 23% of patients after stroke, 17% of patients with coronary artery disease, 12% of patients with hiV infection, 11% of patients with alzheimer's disease, as well as those with thyroid diseases and other endocrinological conditions, endocrinopathies, connective tissue disorders and electrolyte abnormalities will have co-morbid depression [27] .
Particular attention should be paid to individuals who are at risk of developing depression. risk factors of depression include, but are not limited to: female gender, middle and senior age (the highest risk is between the age from 40 to 64 years), divorce or widowhood, low socio-economic status and genetic factors [28, 29] . it is obviously very important to take a history about the socio-economic situation of the patient and the burden of mental disorders in the family.
an important area to ask the patient about is the use of medication, many of which may worsen mood and other symptoms of depression. alcohol and other psychoactive substances are also associated with a higher incidence of depression and a higher risk of suicide, although the association between depression and alcohol addiction is not as strong as in bipolar affective disorder [30] [31] [32] . in Poland, 10.9% of subjects abuse alcohol, including 18.6% of men. the highest proportion of abusers was found among men aged 40-49 years -as much as 24.6% [33] . the use of psychoactive substances, including alcohol, reduces the effectiveness of therapy, worsens the physician-patient interaction and aggravates depressive symptoms due to the depressiogenic effects of substances during active use and during withdrawal.
Suicidal risk
the comprehensive risk assessment of suicide risk is primarily a psychiatrist's task; however, a basic suicide risk assessment needs to be performed by every physician, not only in those primary care, especially at the beginning and during treatment. the question about suicidal thoughts and tendencies is the most important when assessing the patient's mental state, especially in the presence of risk factors: male, over 40 years of age, positive psychiatric family history, suicidal attempt in the past, major depression, hopelessness, unemployment, social isolation, co-morbidity, as well as anxiety disorders and abuse of alcohol or other psychoactive substances [34] .
in the absence of experience in the assessment of suicidal risk, it is useful to apply questions about suicidal behaviors as described in the Polish version of the MINI International Neuropsychiatric Interview 5.0.0:
1. have you felt in the past month that it would be better to die or you wished to die? 2. did you want to hurt yourself during the last month? 3. have you thought about suicide in the last month? 4. have you planned suicide during the last month? 5. have you tried to commit suicide during the last month? 6. have you ever attempted suicide during your whole life? if the answer was "yes" only to question 1, 2 or 6 -suicide risk is low. if the answer "yes" was given only to question 3 or together with questions 2 and 6 -suicide risk is average. if the answer "yes" was given only to question 4 or only 5 or together with questions 3 and 6 -suicide risk is high [35] . the management of depression by the family doctor should be based on the level of suicidal risk, contact with the patient, the level of cooperation and the availability of social support networks.
Physical examination
many somatic disorders may result in symptoms of lowered mood, energy loss or changes in the patient's psychomotor activity. it is important to carry out an examination for somatic changes in the course of conditions that may be associated with an increased risk of depression co-morbidity (e.g. Parkinson disease, sm, but also anemia, cardiovascular disease, thyroid diseases, carcinoma etc.), with particular emphasis on a neurological examination. however, during a routine physical examination, attention should be paid to the features that may be associated with mood deprivation: slowing of motor skills, difficulty in executing commands related to distraction, depressed facial expressions, weepiness, but also complaints about various non-specific aches, including headaches and symptoms of pressure in the neck and shoulders, especially if the patient is more likely than average to visit a family doctor surgery (more than four times a year) and demands a number of additional tests, with no improvement in health despite multidirectional treatment.
Additional examinations Laboratory tests
in every patient with depressive symptoms, the following supplementary tests are recommended: Full Blood Count including differentials, electrolytes and renal function, liver function, thyroid function tests, CrP and electrocardiogram. more specialized investigations can by organized by a psychiatrist, such as cortisol levels, neuroimaging and electroencephalogram [36] .
numerous data suggests the presence of mood deprivation in the course of hypothyroidism (also subclinical); therefore, screening of thyroid hormone levels is recommended in patients with suspected depression [37] . recently, however, analyses have shown that in patients without thyroid disease, a subclinical decrease in thyroid hormones is not associated with a more frequent incidence of depression [38] .
in patients treated with antidepressants, such as ssris or venlafaxine, it is important to periodically monitor electrolytes due to the risk of hyponatremia [39] . due to the risk of the significant dose-dependent prolongation of the Qtc interval during pharmacotherapy with ssris (especially with citalopram and escitalopram) or tricyclic antidepressants (tCas), it is advisable to perform, prior to such treatment, an electrocardiographic examination, especially in patients at risk of Qtc interval prolongation and those receiving several medicines that affect the potassium channels in the electrical conduction system [40] .
it is worth remembering that depressive symptoms may deteriorate co-operation with the physician in the treatment of chronic somatic disorders, including hypertension or diabetes, and worsen compliance with anticoagulant recommendations [41] [42] [43] . oncological patients with symptoms of depression were also less likely to adhere to recommendations [44] .
Imaging studies
the current reports on neuroimaging in unipolar depression provide no explicit data [45] . the criteria for diagnosing depression do not include the results of any neuroimaging studies, but these examinations may be useful in the exclusion of organic disorders in which mood changes may occur. dougherty and rauch have proposed guidelines for structural neuroimaging (computed tomography, conventional magnetic resonance) in patients with a sudden change of mental status coexisting with 1 of 3 criteria associated with an increased risk of central nervous system organic changes: 1) age > 50; 2) abnormalities in a neurological examination; 3) serious head injury in medical history [46] . a structured neuroimaging study should always be considered in suspected depression in elderly patients and those with mood disorders resistant to psychopharmacotherapy.
Questionnaires for depression screening
in order to perform a rapid screening or objectification of a medical history for depression symptoms, an inexperienced doctor may use available questionnaires to measure the severity of symptoms of mental disorders. the MINI International Neuropsychiatric Questionnaire is the gold standard, but the use of this tool is time-consuming and requires some experience from the investigator [47] . one of the more accessible tools dedicated to family physicians for the diagnosis of psychiatric disorders is Prime-md, from which two previously mentioned screening questions for depression have been identified [48] . The Patient Health Questionnaire-9 (PhQ-9), which gathers questions about the symptoms of depression, is its simplified version [24] . this questionnaire, free and also available in Polish, can be completed by most patients within a few minutes, which makes it useful for screening for depression in the practice of a GP (General Practitioner) [49] . it consists of 9 questions about the incidence of particular symptoms (from 0 to 3 points on a 4-point scale) and 1 additional question about the effects of symptoms on the daily functioning of the patient. Previous data indicates that a total of 10 or more scores in the PhQ-9 significantly correlate with a clinical diagnosis of depression [50] .
the Beck Depression Scale (current version: Bdi-ii) is an alternative tool for family physicians, though somewhat more elaborate and time consuming than the PhQ-9. it consists of 21 questions (scored from 0 to 3). a score of 14 to 19 points indicates mild depression, 20 to 28 points moderate depression, and 29 to 63 severe depression [26] .
Differential diagnosis -bipolar disorder
Current diagnostic classifications distinguish mono-and bipolar disorders. the presence of symptoms of mania or hypomania is the differentiating factor [51, 52] . in 1996, akiskal presented a concept of a spectrum of bipolar affective disorders, comprising two subtypes (i and ii) of bipolar affective disorder and other bipolar mood disorders [53] . in 2001, Ghaemi et al. proposed the diagnostic criteria for the diagnosis of the bipolar disorder spectrum -a diagnosis that fills the gap between unipolar disorder (depression) and bipolar disorder type ii, which in addition to depression, includes hypomania [54] .
reliable medical history taking is the basis for a differential diagnosis of mono-and bipolar disorders. it should provide information on subsequent affective episodes in the patient's life and possible conversions (polar changes) during antidepressant treatment. if a primary care clinician considers a diagnosis for bipolar disorder, the patient should be referred to a psychiatrist to confirm the diagnosis and initiate treatment. Bipolar disorder usually begins during adolescence or early adulthood, thus the examined period is relatively long, and it is possible that the patient will not be able to recall past episodes -particularly those that have been relatively mildly, such as hypomania or subdepression [55] . diagnostic tools, like the hypomania symptoms questionnaire entitled Hypomania Check List (hCl-32), can be helpful. it is a self-assessment questionnaire, in which the patient answers questions about his/her psychomotor drive, mood and activity. the tool can be used to identify symptoms of bipolar disorder in patients with previously diagnosed depression, or as a screening tool for bipolar affective disorder, also of mild nature [56] . resistance to treatment of a depressive episode is often due to its unusual character, and not just the wrong choice of drug. depression in the course of bipolar disorder is characterized by a different psychopathological image than unipolar depression. Perlis et al. have shown that bipolar patients are much more likely to experience tension than depressed patients, whereas anxiety, which is typical of mood disorders, is more common in patients with bipolar disorder. in turn, insomnia, cognitive symptoms, somatic discomfort, such as difficulty in breathing, gastrointestinal trouble or genitourinary and autonomic nervous system problems, are more frequent in patients with depressive disorders [57] . a differential diagnosis with bipolar disorder requires caution, because pharmacological treatment is different. in order to reduce the risk of phase conversion, the use of antidepressants requires protection with a mood stabilizing drug -classic (normothymic, antiepileptic) or atypical (antipsychotic). at the same time, we should consider faster withdrawal of antidepressants. if one discovers a conversion risk, it is always a good idea to consult with a psychiatrist.
Treatment of depression
Before starting the treatment of a mild to moderate depressive episode with medication, we should consider, together with the patient, the possibility of non-pharmacological therapies, primarily psychotherapy, especially cognitive-behavioral therapy (CBt). CBt is based on a gradual change in thinking patterns and behaviors. it is a short-term therapy aimed at solving current problems and analyzing present symptoms. CBt can be combined with medication.
especially when treatment with medication is considered, the choice of the drug needs to be discussed with the patient. it is important to present the planned management, determine the time frame for treatment and warn against adverse reactions that are possible up to two weeks after the start of treatment. we should also make the patient aware of the possibility of withdrawal symptoms and their type if the treatment is too quickly discontinued/abandoned. Proper communication at the initial stage of therapy will significantly increase the chance for the patient to adhere to recommendations, allowing for remission and monitoring of delayed adverse events, such as hyponatremia or upper gastrointestinal bleeding [58, 59] .
the use of antidepressants in the treatment of mild depression is controversial -psychotherapeutic interventions are recommended if the patient is eager to participate and the method is available [60] . the choice of treatment also depends on the subtype of a depressive episode and the characteristics of the patient, such as age or co-occurrence of other diseases. if a patient shows reluctance to drugs, seasonal or mild depression can be treated with light therapy -a method that can also be used at a home equipped with the proper appliances. here, CBt psychotherapy, to which the patient should be referred after obtaining information from the psychiatrist, is of great importance.
selective serotonin reuptake inhibitors (ssris) are the drug of choice, although this should be chosen taking into account the spectrum of symptoms and the effects of particular antidepressants, such as activation, silencing, anxiolytic and hypnotic influence, boosting or reduction of appetite, etc. treatment should be performed using the lowest potentially clinically effective dose (table 2) [61] . in the initial stage, the most common side effects are anxiety and psychomotor agitation, as well as a higher risk of appearance or intensification of suicidal thoughts -this is especially true in people under the age of 30. the risk of adverse effects can be reduced by using, for a few days, subthreshold doses and increasing the frequency of follow-up visits [62] . after improvement, adequate long-term therapy should be maintained for at least -6 months after first episode and 2 years after the second episode -with the accompanying impaired functioning [60] . discontinuation of treatment immediately after the symptoms disappear causes recurrence in 50% of patients [63] . Before withdrawal of the medication, the dose should be gradually reduced (except fluoxetine) in order to decrease the severity of withdrawal symptoms, frequently interpreted by patients as relapse [64] . Patients often report: flu-like symptoms, dizziness increasing during movements, insomnia, irritability, attention deficit disorder (rarely) and memory problems. different therapeutic behaviors should be considered in a patient with depression and agitation. more sensible treatment is the choice of sedative and anxiolytic medications. transiently, a benzodiazepine drug may also be introduced, but only for a very limited period of time, as one should remember about the risk of dependence after more than 2 to 4 weeks of use [65, 66] . it is important to work with family, caretakers or people who are in contact with patients at every stage of treatment, especially in those with major depression and the elderly. an important issue is to assist the patient with regular dosing at the doctor's recommended dosage.
Evaluating the efficacy of the therapy during follow-up visits, a medical history should be taken once again, paying particular attention to compliance of treatment, the presence (or duration after the initiation of treatment) of adverse reactions and clinical effects. Figures 2 and 3 shows the clinical course, including management based on the effect achieved and clinical tips. however, it should be borne in mind that diagnostic criteria that help physicians make a diagnosis have been created on computational algorithms developed years ago. as research suggest, patients' expectations for the behavior of a physician are different. according to zimmer- Paroxetine 20 mg [76] moclobemide 300 mg (i-mao-a) [77] sertraline 50 mg [78] trazodone 150 mg (sari) [79] Venlafaxine 75 mg (snri) [80] amitriptyline 75 mg (tCa) [81] Clomipramine 150 mg (tCa) [82] opipramol 200 mg (tCa) [83] doxepine 100 mg (tCa) [84] Vortioxetine 10 mg (sms) [85] Bupropion 150 mg (ndri) [86] man et al., the importance of patients' expectations is as follows: 1) the presence of mental health symptoms (e.g. optimism, vigor, self-confidence); 2) sense of normality; 3) return to normal functioning at work, home; 4) the feeling of emotional control; 5) relationships with family and friends and the ability to enjoy them; 6) the lack of symptoms of depression -as the last element of the psychopathological picture [87] . thus, quality of life seems to be more important to patients than the lack of illness. it is worth remembering this when taking a medical history during follow-up visits in the following weeks of treatment. specific questionnaires like the PhQ-9 [24] or Bdi [26] can be used to monitor the effectiveness of treatment.
Conclusions
the need for early diagnosis and an early start of effective therapy for depressive disorders in primary care patients by family physicians is obvious. however, the multitude of factors that should be assessed in a physical examination and laboratory testing reduces the amount of time required to take a thorough and multi-directional medical history in the primary care setting. however, it is not necessary to do all this within the first consultation. at this stage of diagnostic management, screening tools with proven psychometric parameters are useful tools to guide the physician's taking of a medical history, indicating the main problematic areas, before deciding whether to start psychotherapeutic or pharmacological treatment. they also allow doctors to evaluate the severity of symptoms, monitor progress and make it easier to decide whether treatment can be safely performed in primary care or if one needs referral to a psychiatric setting. to some extent, these instruments also allow for an initial differential diagnosis between mono-and bipolar disorders. this is particularly important for the latter, because their treatment requires clinical experience, more intensive monitoring of therapeutic effects and supervision of the frequent use of drugs in this group.
in contrast to bipolar disorders, most patients with unipolar mood disorders can be treated within the primary care setting. often patients with mood disorders are seeking help from their well-known family physicians and often do not require a psychiatric consultation.
it should be emphasized that the vast majority of primary care patients report symptoms of psychosomatic disorders that are aggravated by daily stressful situations. Before starting diagnostic and therapeutic actions, it is advisable to extend the consultation of these patients to at least 15-20 minutes, analyze their family, financial and professional situation and convince 
Clinical tips:
• Escitalopram -fastest effect (2-4 weeks).
• Sertraline -safe cardiologically.
• Start with a subliminal dose if you suspect bad tolerance or anxiety before treatment.
• In recurrent depression, start with a previously effective drug.
• Did the psychiatrist recommend the treatment? Ask before you discontinue the drug or change the maintenance dose
Yes
Consider Improvement them to use stress management techniques, such as relaxation techniques, psycho-and sociotherapy, as well as to persuade them to consider sports, change their perception of the environment and avoid negative habits in life and nutrition. if there is no improvement of the depressive symptoms after 2 to 4 weeks, other therapeutic strategies should be considered.
currently, psychotropic drugs commonly used in mood disorders have a wide margin of safety and, if well tolerated, are highly effective in reducing the severity of psychopathological symptoms and can be safely prescribed in primary care to improve the daily functioning of patients.
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